A patient with Hodgkin's d i s e a s e of the left and right hilar lymph nodes is described. The treatment was radical excision through bilateral thoracotomy followed by intensive radiotherapy. Follow-up 27 months after treatment has revealed no recurrence.
H
odgkin's disease may b e classified into four stages according to its clinical manifestations.' I t is a common cause of mediastinal enlargementZ.3 and histologically it is represented by three main groups4 Both The purpose of this report is to discuss a case of tumor of the mediastinum which presented several unusual features in its management.
In August, 1967, a 21-year-old girl was admitted to the medical ward with the complaint of a "prickling sensation" in the chest, weakness, and loss in weight of 4 kilograms in the previous three months. A chest x-ray film taken before admission showed bilateral follicular masses in the mediastinun1 ( Fig 1 ) .
On physical examination her general condition appeared to be good. The only abnormal clinical findings were small "elastic" glands in both axillae and inguinal regions. Routine laboratory tests including PBI, tuberculin test and bone marrow biopsy gave normal results. Biopsy of an inguinal lymph node showed an intact struchire with some fibrosis, and fibrotic thickening of the capsule. The clinical impression was that of bilateral hilar Hodgkin's disease. It was decided, therefore, to perform thoramtomy to clarify the diagnosis and to resect the tumor if possible.
The patient underwent right thoracotomy on September 13, 1967. The right lung was in good condition; the hilum of the lung was occupied by large lymphatic glands of varying consistency. A large mass lay on top of the ascending aorta; a second lay behind, between the right bronchus and the superior vena cava, displacing the azygos vein to the right and upwards. The masses were radically resected without sacrificing essential tissue.
The histologic examination of the lymph glands revealed a picture of Hodgkin's granuloma, mixed type ( Fig 2 ) .
The patient made a good recovery from the first operation (Fig 3 ) , and two weeks later, left thoramtomy was done. Findings on the left were similar to those of the first operation. A mass, as large as a fist, was found lying on the pulmonary artery. It continued across the arch of the aorta. Another gland, 2 x 3~4 cm in size, was found beside the thymus which itself was not involved. Again, all these masses were removed leaving the lung intact. The postoperative course was uneventful and the histologic picture was identical to the previous one. Two weeks later the mediastinom was irradiated with 4000 r and treatment with Vinblastin started. Initially the dose was 6 mg at weekly intervals and later it was reduced to 5 mg. Today, 27 months after surgery, there are no signs of recurrence of the disease, and routine laboratory tests including x-ray films of the chest, show normal findings ( Fig 4) .
BILATERAL THORACOTOMY FOR HODGKIN'S DISEASE
It has been shown that the rate of long term survival is higher in patients with localized Hodgkin's disease than in those with the generalized form.7 Recently, various The study of Slaughter et a110 suggested that the treatment of choice in Hodgkin's disease confined to the cervical nodes is radical dissection followed by x-ray irradiation. In fact, the dose of irradiation his patients received postoperatively was well below that recommended today for the treatment of localized disease." This may indicate that the definitive or effective treatment in his cases was due to surgery.
The study of Bourke et all1 suggests that Hodgkin's disease of the mediastinum is also best treated by a T o the best of our knowledge, definitive treatment of bilateral hilar Hodgkin's disease by surgical excision using a method of double thorawtomy followed by radiotherapy has not previously been described.
The follow-up of 27 months so far is too short to evaluate this method of treatment. However, judging from the results of a similar approach in the treatment of Hodgkin's disease by others, the method adopted in our patient appears to be rational. ADDENDUM Since this article was submitted, routine gastrointestinal and renal x-ray studies were rformed which did not show abdominal or retroperitoner Hodgkin involvement.
